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Case management is one type of care management. Historically, it was 
focused on "large" cases, patients with catastrophic, costly illnesses. Its 
principal activity was to move patients from expensive venues -of care to 
comparable, less expensive ones. It quickly included negotiation of prices 
with alternative providers. 
Case management has continued to evolve and now can include activities to 
maximize resources, coordinate services, and improve the quality of the care 
received by individual patients with specific types of illness. Case managers 
have been used aggressively to promote quality while reducing costs in 
workers comp, mental health, elderly care, as well as catastrophic illness. 
For the elderly, geriatric nurse case managers are being used to manage all 
the types of care elderly patients require, including home care, hospital care, 
and skilled facility care. Within certain programs, each elderly patient has a 
case manager assigned and that case manager is part of a comprehensive 
elderly care team made up of social service workers, nurses, therapists, and 
physicians. 
Comprehensive case management is labor intensive, but the benefits accrue 
from optimization of care and improved quality of life. 
Cost-effectiveness has not been proven for comprehensive case 
management on a large scale. 
One point of view about case management is that it is an evolutionary step 
to "Disease Management". See paper on disease management. The 
decision point for managing the disease of a patient is moving from a third 
party to a primary care physician (PCP). The PCP, in effect will be 
performing case management for the patient at point of entry to the delivery 
system, thus reducing the overall administrative cost for care delivery to an 
individual patient. 
II. BEYOND TRADITIONAL CASE MANAGEMENT1 
It used to be that case management was mostly for big-ticket, expensive, 
and/or experimental cases, the kind physicians and policy makers think of as 
catastrophic in both the literal and fiscal sense -- AIDS, trauma victims, burn 
patients, occupational injuries, transplants, anything that could take a long 
time or run up a huge bill in a short time. Practice guidelines, on the other 
hand, so far tend to focus on conditions for which the progression and the 
course of treatment are well known, whether catastrophic or not. 
But what about those conditions that are chronic in nature, are not 
expensive or at least not yet expensive, but for which the symptoms may 
vary from case to case, there is no predictable progression, and the 
consequences of the disease can be devastating to the individualS-affected? 
Utilization management professionals say there is increasing interest in 
applying case management techniques to such cases, regardless of whether 
or not there has been a hospitalization -- both to avoid hospitalization and to 
better manage the condition over the long term. 
A good example of a disease that meets this description would be multiple 
sclerosis. Variability is the key characteristic, in both symptoms and 
progression of the disease. Some patients have a relatively benign case, 
with problems being few and far between, whereas others have irregular, 
unpredictable series of acute attacks interspersed with complete remissions 
(called exacerbating or relapsing - remitting MS). Still others experience a 
steadily worsening pattern of symptoms (known as chronic/progressive MS) 
-- and many, perhaps a majority, have some combination of the above or 
may change from relapsing/remitting MS when they are younger to 
progressive MS as they age. 
Symptoms vary from case to case and even from time to time for the same 
person. They can include: visual problems (double or blurred vision, blind 
spots, or other trouble); numbness, tingling, or other unusual sensations; 
bladder and/or bowel problems; memory failure; sexual dysfunction; and 
problems with speech and gait, including partial or complete paralysis in the 
worst cases. 
Another example is Lyme disease. Difficult to diagnose, its symptoms are 
often mistaken for those of several other diseases. Often, patients with 
Lyme disease don't even recall being bitten by a deer tick or being in an 
area known to be infested with Lyme-carrying ticks and are thought by their 
physicians to be simply chronically run down. Patients may delay seeking 
treatment because they're embarrassed to come in for what they assume to 
be simple fatigue, until other symptoms develop; even then, they may not 
associate those with Lyme disease. By the time a diagnosis of lyme disease 
is made, the patient may have run through several doctors and several 
hundred dollars' worth of tests, some of which aren't able to detect the 
illness. Worse, many primary care physicians aren't necessarily good at 
spotting and treating Lyme disease -- not that the treatment is that clear, 
either. Yet the effects can linger for months or years. 
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There are to main issues surrounding case management for these kinds of 
conditions, says Skip Harris, MD, medical director of the California Care 
HMO, Blue Cross of California. "Issue number one is they're not very 
common. Issue number two is they're not that outrageously expensive 
historically, so as a result, they don't get a whole lot of attention," 
compared to more expensive cases or more common chronic conditions, 
such as heart disease or diabetes. And yet, as Harris points out, ~There is a 
shift in thinking to case management as a total patient care activity. More 
and more, case management is encompassing outpatient care well beyond 
or unrelated to post-discharge cases." 
"Within the chronic disease universe, we begin to talk more about 
hospitalizations being a failure of the (outpatient) management system. Is 
case management just another bureaucracy or a product that adds value? 
This is definitely a question being considered regarding chronic disease that 
is non-catastrophic," Thomas says. 
United Healthcare Corporation first became aware of the need for following 
some outpatient cases more closely after its Center for Health Care Policy 
and Evaluation did a company-wide study of cases that tracked the entire 
range of services used for an episode of care -- inpatient care, outpatient 
care, ancillary services, DME, pharmacy, everything. As expected, 
obstetrical cases and back pain were the number one types of cases in 
terms of using the most resources. However, upper respiratory infections 
and otitis media in children were tied for second place. The data indicated 
that United had to start paying more attention to how (and how effectively) 
these outpatient cases are being treated by physicians. 
Several Companies are focusing on better -
1 . Diabetes Management 
2. Rheumatoid Arthritis 
3. Gallbladder removals 
4. Cardiovascular disease 
5. Cancer 
6. Asthma 
7. Obstetrics and Gynecology 
8. Liver Disease 
9. AIDS 
In contrast to surgical procedures, an emphasis on quality-based selection of 
providers to chronic illness such as asthma, diabetes, and cardiac disease 
has not been widely utilized. There is, however, a growing awareness that 
these and many other chronic illnesses are more expensive over the course 
of illness than individual surgeries, and a recognition that some chronic 
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Ill. 
illnesses require the same level of treatment expertise as does a highly 
visible surgical procedure. In collaboration with the National Jewish Center, 
John Hancock undertook a national patient assessment to find out whether 
people with severe asthma were receiving care that conformed to the 
established best practices for the treatment of asthma. The lessons for 
employers from this study are: 1. Paying for expensive care does not 
ensure that patients are receiving quality care. 2. Allowin§ patients 
freedom to choose their own doctors does not necessarily ensure that they 
will find their way to the best source of care. 
As a result it makes sense for a specialist to be the primary care physician, 
if it results in better disease management and avoidance of more expensive 
interventions. 
PREVENTING READMISSIONS4 
Cave and Tucker published a study in 1992 which concluded that case 
managers will have better success controlling costs for patients with chronic 
medical conditions than for patients who have long hospital stays due to a 
single critical injury. More that 50% of the highest cost patients for insurers 
and hospitals are chronic patients. Up to 20% of patients with chronic 
medical conditions are readmitted to the hospital within 90 days of 
discharge. 6 
NOTE: For insurers using DRG reimbursement this could significantly 
contribute to overall medical costs. 
There are several drivers influencing readmission: 
1 . Natural history of the disease 
2. Iatrogenic factors 
3. Non-compliance by patients or prescribed treatments 
4. Communication barriers 
A five step plan of action is recommended: 
1 . Identify potential readmission patients 
2. Review the physicians notes on abnormal test results and action 
taken 
3. Evaluate the discharge plan 
4. Recommend more comprehensive ambulatory care 
5. Coordinate post-hospitalization care plan compliance with patients 
and primary care providers 
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IV. LOOKING TO MANAGE CARE MORE CLOSELY 2 
A. General 
Benefit design is one of the most significant influences of hospital in-
patient usage. 
B. Procter and Gamble 
In a Procter and Gamble study of their high cost users of health care 
services, they found patients fell into three groups. 
1 . Catastrophic conditions 
2. Chronic conditions 
3. Mental health/chemical dependency disorders 
C. Cleveland Clinic8 
With the advent of case managers crossing clinical site boundaries, 
new indicators of long-term results can be explored. These indicators 
include health outcomes and discharge criteria. Measurement of 
functional health status will be measured during a patient's first CCF 
visit (baseline) and then again at subsequent return appointments. 
The outcomes management system (OMS) will be used to measure 
patient's functional status and well-being over time. It is composed 
of a series of questionnaires known as "TYPE" (Technology of Patient 
Experience) which include general purpose measures and condition-
specific measures. Data can be used to assess and choose therapies 
and to estimate resources expended on treatment for specific 
conditions based on outcomes (Health Outcomes Institute, 1993). 
A natural extension of the current CCF nursing case management 
model is into the community setting. This approach to case 
management is broader than a discharge planning or coordinating 
function with alternative sites. It includes consideration of options 
beyond institutionalization of many production and transaction costs. 
The introduction of nursing case management in the outpatient 
setting is specific to those patients who require a clinic visit beyond 
routine return appointments following hospitalization. This unplanned 
visit, viewed as a variance, is investigated by the case manager to 
determine cause. If provider issues are the cause (e.g., inadequate 
patient education regarding medications), a continuous quality 
improvement process will be initiated to identify factors contributing 
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to the variance. Finally, aggregate data analysis allows for CCT 
revisions. 
Additionally, the outpatient clinic nurse will assess whether 
attainment of the discharge criteria have been sustained after the 
patient is discharged. These data assist in examining the episode of 
care for a disease condition rather than for analysis of ~ specific 
setting. Coordinated care tracks, which represent the trajectory of an 
illness or disease condition, can then be developed. These CCTs can 
assist in preventing the underuse and overuse of resources. 
Additionally, the data serve as measures of previous hospitalization 
and its effectiveness. 
Financial analysis is now looking beyond LOS reduction to cost per 
case reduction. During initial nursing case management 
implementation, a valuable lesson learned was that reduction in length 
of stay (LOS) may not reduce (cost per case) resource expenditure 
but rather compact it into fewer days. Therefore, the issue now 
being explored by the case manager is the daily cost of care, 
specifically in reference to lowering costs of performing technical 
tasks. This activity has required more sophisticated use of cost 
accounting tools. Through use of the Transition System Inc. (TSI), 
daily cost and intermediate products modules, the actual costs of 
performing these technical tasks have been tracked and analyzed. As 
examples, summaries of case management activity regarding the 
percutaneous transluminal coronary angioplasty (PTCA) population 
and the hematology/oncology population, are presented. 
Implementation of a case management program to control LOS and 
costs in the PTCA population occurred in late 1991. At that time the 
LOS for the PTCA population was 3.9 days and the average technical 
cost per case was $8,321 (CCF Cost Accounting System). An 
interdisciplinary team of nurses and administrative physicians agreed 
on the medical and nursing standards to be adhered to in caring for 
this population. One change included discharging eligible patients the 
day after the procedure, instead of two days postprocedure. By May 
of 1993, LOS for these patients had decreased by 15.4 percent. The 
average technical cost per case increased 1 8 percent. 
The process and results of nursing case management illustrate how 
nurses can provide clinical mechanisms for patient care coordination 
across clinical sites. With a common, shared plan of care, stated 
outcomes, a data base, and attention to resource consumption, case 




become seamless for the patient as they cross different production 
stages of a vertically integrated system. 
EVOLUTION OF CASE MANAGEMENT INTO A QUALITY OF CARE 
PROGRAM5 
Case management's goal is to facilitate the patients journey through the 
health care system. Studies indicate a $4 to $11 return on investment for 
every dollar spent on case management. 
Case management is now almost universally accepted, but the variations on 
technique are almost as numerous as the companies that employ them. 
In the future Companies will focus on multi-disciplinary case management --
trying to manage and prevent the disease up front rather than waiting until 
the symptoms are manifested. 
A QUESTION OF BALANCE3 
Edlin defines case management as a "collaborative process which assesses, 
plan, implements, coordinates, monitors and evaluates options and services 
to meet health needs through communication and available resources. 
Currently there are no uniform procedures and standards for the conduct of 
case management. This situation often places an undue burden on the 
physician to comply with all of the variations on case management. 
Coors has determined a rate of return of $ 6. 5 for every dollar spent on their 
case management program. 
VII. CONCLUSION 
Case management is an evolutionary step along the path to disease 
management which includes continuous quality improvement. As new 
knowledge is gained, data standards established and greater acceptance of 
practice parameters is gained, actual case management can be done by the 
care manager up front. 
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